THE patient, whose stomach was endoscopically inspected under cocaine ancesthesia alone, was under Dr. Hill for laryngitis, and under treatment by Dr. Herschell for gastritis, &c. He had fasted for the last fourteen hours, and his stomach had been washed out by Dr. Herschell one hour previously to repnove excess of mucus with which he was troubled, and which tended to obscure the view even in the absence of food. The principle of this new type of gastroscopy was to pass an open endoscopic tube of Killian's pattern through the mouth, pharynx, and cesophagus, under direct vision throughout, into the stomach. A cap with a tap for inflation at its side and a round aperture in its upper surface was then attached by means of a bayonet joint to the proximal extremity of the direct tube. Through the round aperture, which had a rubber lining, an indirect periscopic tube (which accurately fitted the aperture), with a terminal lamp on the cystoscopic principle, was passed into the stomach through the lumen of the direct vision outer tube.
Inflating was commenced before the inner optical tube reached the stomach. The members were shown the upper part of the pyloric antrum or vestibule and the pyloric orifice, and the adjacent portion of the lesser curvature all in the field at the same timue. Examination of the cardiac orifice was best done with the outer inflating portion of the cesophago-gastric apparatus, with a slanting plane glass window at the proximal end to prevent escape of air when inflating; this was Dr. Hill's form of direct inflating gastroscope. The rest of the stomach, more especially the lesser curvature and pyloric vestibule, the most frequent sites of election of morbid lesions, were more efficiently examined by the indirect vision periscope, on the cystoscopic principle, inserted through the outer tube. All purely indirect methods of gastroscopy which had been used hitherto had necessarily involved the blind introduction of either a rigid or a flexible apparatus through the cesophagus into the stomiach. Such shortcomings in endoscopic practice could not, of cburse, be acceptable to careful cesophagoscopists. If the lower end of the gullet was readily accessible to inspection by a straight direct vision endoscope, so of course was the stoniach (though Mikulicz denied this long ago, and Souttar had followed Mikulicz more recently), and its practicability was proved long ago by Killian and Chevalier Jackson, and that was obviously the only correct and safe way to approach the stomach, the indirect apparatus being afterwards inserted with perfect safety through the protecting outer direct tube. Mikulicz's practice thirty years ago was to pass blindly an angular, rigid, indirect vision periscope through the gullet into the stomach with such occasional casualities as might have been expected, and on that account the nethod had for many years been regarded as Hill: New Type of (Esopihago-Gastroscope again, were passed once or twice too often in diseased conditions nearthe cesophago-gastric junction, and they in their turn became obsolete. They were succeeded by the adoption on the Continent during the last, few years of a relatively much safer, but far from absolutely safe and sound, method of gastroscopy which involved the principle of first passing a half-rigid, half-flexible tube of gum-elastic or of soft rubber into the stomach, which acted as a guide for the subsequent insertion of a straight optical (periscopic) apparatus. Lwewenstein's and Leening's gastroscopes were on this principle, and, although less objectionable than their predecessors, were far from conforming to the endoscopic standard demanded by responsible cesophagoscopists, who resented the gross. manner in which the gastroscopists had abused their privilege of " right of way" through cesophageal territory which the laryngologists had but recently annexed. The result of all this bungling on the part of the gastrologists was that an oesophagoscopist had at last been inmpelled, in the interests of humanity, to associate himself with a progressive gastrologist, Dr. Herschell, in order to put gastroscopy on a sound basis. It followed as a natural consequence that the cesophagoscopists, having got below the diaphragm, would regard the cardiac end of the stomach as within their sphere of influence equally with the gastrologists, and it depended very much on the amount of enterprise shown by the latter whether they were left in undisputed possession of even the pyloric region of the viscus.
For serious gastroscopic work general anesthesia was usually necessary. Although the stomach was fairly anaesthetic, it was rather intolerant to over-distension by forcible inflation, so that under cocaine anmesthesia the patient might have vomiting movements set up, and an effort made to eject the cesophago-gastroscope before the stomach was sufficiently over-distended to permit of a thorough examination. For this reason The PRESIDENT confirmed Dr. Tilley's remark as to the convenience of the left lateral position. For the more recently introduced instruments he thought the right lateral had certain drawbacks.
Dr. HERSCHELL, answering Dr. Peter's question, said that in gastroscopy it was essential to secure an empty stomach by as long a period of abstention from food as possible, say, twelve hours, and not to perform preliminary lavage unless there was known retention of food residues. For this reason the examination was most conveniently carried out before the patient broke his fast in the morning. If, however, it was seen after the introduction of the gastroscope that the stomach was not quite empty of food or contained frothy mucus, the optical (indirect vision) rod should be temporarily removed and a rubber stomach-tube passed through the outer (direct vision) tube, and the stomach washed out in the usual way. The residuum of wash-water should be evacuated to the last drop by means of an aspirator, the most suitable one for this purpose, in his experience, being Sonoran's, made by Gentille, of Paris, and used in conjunction with the red rubber stomach-tube of the same maker. As a matter of fact, any kind of ordinary rubber tubing which would pass through the open outer tube of the gastroscope might be used, as the difficulties attending the passage of an open-ended rubber tube down the esophagus were, of course, absent. If any fluid at all were left in the stomach, it was liable to be churned up into a froth wllen inflation was commenced, and this obscured both the direct and indirect vision picture.
Dr. HILL, in reply, said that, after reading Mosher's paper three years ago, he had tried the Mosher position, to which Dr. Tilley alluded, and for some cases it was very good-for example, right bronchoscopy. In gastroscopy, however, the left lateral position was the least desirable of any. Under general anaesthesia it was almost essential to employ the dorsal position with the gastroscope at the right angle of the mouth, because the stomach was chiefly on the left side of the mid-line. The various antero-posterior curves of the spine had to be manipulated according as we desired to move. the tip of the instrument near to the anterior or to the posterior wall of the stomach, and lateral bending of the spine was necessary for lateral movement of the tip, hence the dorsal position was the best, so that we could more accurately judge of the position of the spine. As yet he did not undertake to investigate and interpret morbid lesions of the pylorus, though when he examined the cardiac end of the stomach which was within his "sphere of influence" he liked, out of curiosity, to have a look at the pyloric end. The method he had just demonstrated was in every way safe for practised oesophagoscopists-but only for those. He did not as yet venture to recommend it for acute ulcer, or acute hmorrhage of the stomach, for fear inflations and manipulations might do damage; but in chronic ulcer it should be useful to ascertain whether a condition was malignant or not. It probably would be of real service where the gastroscopist and the surgeon co-operated at the operating table, as Dr. Hertz had pointed out. It was, he claimed, a substantial advance in gastroscopic technique.
A Case of Ulceration on the Left Tonsil.
By SOMERVILLE HASTINGS, M.S. THE patient, an engine fitter, aged 56, came to the Middlesex Hospital at the end of November, 1910, complaining of a pain in the left side of his throat shooting to the left ear, which had lasted for two months. He gave no syphilitic history, but told us that he had had a rash on his body about three months previously. A note that he brought from his doctor recorded the fact that Klebs-Lbffler bacilli had been searched for, but had not been found. The right tonsil was in no way abnormal, but the left was swollen and ulcerated. The ulceration extended to the anterior pillar of the fauces, and the surface of the ulcer was covered to a large extent by a whitish miienmbrane. There was
